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i:10.1016/j.ijsu.2006.06.014Abstract This is a case report of a 53-yr-old gentleman with soft tissue inflammation of the
thigh, secondary to delayed radionecrosis of rectum. He presented with this condition, one-
and-half years after he had pre-operative radiotherapy and low anterior resection for Dukes’B
adenocarcinoma of rectum. In this report we emphasise the need for the clinician to be alert of
this delayed side-effect of pre-operative radiotherapy and also the need for patients receiving
high-dose radiotherapy to be warned of this possible complication, although it is rare.
ª 2006 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.Introduction
Although over a century has elapsed since the first de-
scription of the deleterious effects of radiation on normal
tissues,1 such effects remain the principal limitation of
radiation. Inflammation of soft tissues of lower extremity,
secondary to delayed radionecrosis of rectum is uncom-
mon. A 53-yr-old gentleman developed soft tissue inflam-
mation of the lower limbs, one-and-half years after he
had pre-operative radiotherapy and low anterior resection
for Dukes’B adenocarcinoma of rectum.
Case report
The patient was referred by his GP with a two-week history
of progressive right buttock and thigh pain.lyn, Bangor, Wales LL57 2NB,
com (B. Saravanan).
6 Surgical Associates Ltd. PublishOnadmission,his temperaturewas 38 C,PR96permin,BP
141/72 mm Hg. Abdominal examination was unremarkable.
Tenderness was noted in the right gluteal region extending
to mid-thigh. No obvious fluctuation or crepitus was noted
on admission in the right gluteal region and right thigh. His
laboratory investigations were: WBC e 33.1  10/L (normal
range 4.0 11.0  10), Hb e14.3 10 g/L (13  17.5  10),
CRP e 316 mg/L (<10) with normal U & E, LFT and CEA.
Eighteen months previously, he has undergone pre-
operative short course radiotherapy (25 Gy in five fractions)
followed by low anterior resection and loop ileostomy for
a Dukes’B (T3NO) poorly differentiated carcinoma 9 cm
from anal verge. The ileostomy was subsequently reversed
three months after initial surgery. Since ileostomy reversal,
he had persistent problems like persistent diarrhoea.
CT scan showed an ill defined presacral soft tissue mass,
surrounding the neorectum with a foci of air outside the
bowel lumen and the gas was found to be extending into the
right gluteal region and down the right thigh (Fig. 1).
Examination under anaesthesia revealed a cavity in the
curve of sacrum, which was noted to be communicatinged by Elsevier Ltd. All rights reserved.
Figure 1 CT scan section showing gas in right thigh.
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anastomosis. Therewas no evidence of recurrent carcinoma.
Biopsy of the neorectum showed appearances of radio-
necrosis. Trephine loop ileostomy was performed. Needle
aspiration of the right buttock did not reveal any pus.
Subsequently he developed an abscess in his right
buttock, which required incision and drainage.
The patient improved over a period of time and was
discharged one month after admission. Although he was
offered ileostomy reversal six months after discharge, he
declined it.
Discussion
Pre-operative radiotherapy followed by surgery for rectal
cancer is associated with a higher rate of anastomotic leak
and perineal wound infection.2,3 Two meta-analyses have
also demonstrated an increased risk of septic complica-
tions, after pre-operative radiation.4,5
Acute, subacute and chronic radiation injuries have been
defined arbitrarily as occurring within one month, between
one and three months and more than three months after
radiotherapy, respectively.6 Late effects are usually the
result of progressive obliterative endarteritis that leads to
ischemia and fibrosis.7 In our particular case, the delayed
side-effect of radiotherapy lead to radionecrosis of the rec-
tum, one-and-half years after treatment. The radionecrosis
was also associated with an unusual spread of inflammation
to the soft tissues of the thigh.
The pathways of the spread of inflammation include
iliopsoas muscle, obturator foramen and sciatic foramen,both above and below the piriformis muscle. Pelvic collec-
tions may also spread via branches of the internal iliac
vessels that penetrate the pelvic fascia to reach the gluteal
region, namely the superior and interior gluteal vessels.8
We presume that radionecrosis of the lower rectal stump
was the cause of sepsis in our case. The field and dose
of radiotherapy and the height of the anastomosis will
influence the likelihood of this complication. Increased
peristalsis related to diarrhoea might have contributed to
rapid accumulation of gas.
Conclusion
Although radionecrosis is commonly reported to occur at an
early stage following irradiation for anorectal malignancy,9
in our case the onset was delayed. The delayed radionecro-
sis was associated with an unusual spread of inflammation
to the soft tissue of the thigh, possibly due to extrapelvic
pathways. In the absence of trauma, hip and thigh symp-
toms together with soft tissue inflammation must alert
the clinician of the possibility of GI tract as the source.
Prompt and definitive treatment of the GI cause will avoid
potential fatal outcome.
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